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SOME DISCURSIVE REMARKS ON BEDSIDE
DIAGNOSIS*
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True knowledg grew first in the world by experience & rationall opera-
tions & had this method beene continued & all mens thoughts beene imploid
to adde their owne tryalls to the observation of others noe question physick
as well as many other arts, had been in a far better condition than now
it is... John Locke, De Arte Medica, 1669.
Quoted by Alexander George Gibson, The Physician's Art, 1933.
When Doctor Phillips asked me to talk to you on bedside diag-
nosis I surmised that you had chosen this topic not because I hap-
pened to have edited the work commonly known around New Haven
as the "Bedtime Stories", but because its real title, Bedside Diagnosis,
suggested that I entertained certain view-points regarding diagnosis
in particular and clinical medicine in general with which, perhaps,
you are in sympathy.
Those of you who have dipped into the Bedside Diagnosis will
recall that the introductory chapter is preceded by two quotations
which will serve well enough as texts on which to hang the content
of this discourse. The first quotation is from the writings of the
eminent Edinburgh clinician and teacher, Byrom Bramwell, and is
to the effect that "the only real knowledge of disease is that which is
acquired at the bedside by careful and minute observation of the
living patient." The other quotation, from an article by Professor
Alfred Stengel, of the University of Pennsylvania, calls attention to
the appearance, coincident with the rapid development of accurate
scientific methods, of a feeling of disregard, if not contempt, for the
older, purely clinical methods. I need hardly remind you that the
remarks ofthese gentlemen refer to the practice of medicine and that
both, far from decrying the value of laboratory methods, firmly
believe that, properly used, these procedures are of incalculable
value.
Let us begin this discussion then by inquiring first, why it should
be necessary for Dr. Bramwell to insist so emphatically on the urgent
* Read before the William Harvey Society of the Tufts Medical School,
February 9, 1934.
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need of careful and minute observation of the living patient and
second, what happened to bring about the state of affairs which
Professor Stengel describes and so obviously deplores.
To answer these questions we must trace at least the broad out-
lines of some aspects of the development of clinical medicine in
the last century, bearing in mind, as Weir Mitchell pointed out, that
the true rate of advance of medicine is not to be tested by the work
of single men but by the practical capacity of the mass, and that the
real measure of national medical progress may be roughly gauged
by observing the status and development of the country doctor.
Let me remind you that the general use of exact scientific meth-
ods in medicine is quite a modern development. It is hardly more
than a hundred years ago that such simple methods as percussion and
auscultation came into common use. Auenbrugger was alive at the
beginning of the nineteenth century, and Laennec did not die until
1826. Even so simple an instrument as the clinical thermometer,
occasionally used in a primitive form as early as the seventeenth
century, did not come into general use until after the publication,
in 1868, of Carl Wunderlich's treatise on bodily heat in relation to
disease. If you will read the case histories in the medical books of
the eighteenth and even theearlynineteenth centuryyou willseldom
find any exact references to the pulse-rate. The familiar figure of
the physician with his watch in one hand, the patient's wrist in the
other, resulted from the teachings of the great Dublin School of
Physicians, which flourished in the first half of the nineteenth cen-
tury. The sphygmomanometer, to cite another exact method now
generally used, has only been widely used for a generation. It is
not necessary to multiply examples further.
In the last fifty years the development of new sciences like
bacteriology and immunology, the extension of microscopical and
chemical methods in the field of practical medicine and the invention
of entirely new methods, such as radiography, electrocardiography
and the estimation of basal metabolism, has led to an enormous
increase in methods of precision which may be used in the practice of
medicine. Along with these developments has come the oppor-
tunity, through governmental and private laboratories, institutes of
research and modern hospitals, to apply them widely in clinical
medicine.
The effect of this tremendous scientific progress on the every-day
practice of medicine has been revolutionary but not in all respects
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salutary,-a result partly due to the limitations of the methods them-
selves but mainly brought about by the limitations of human under-
standing. Every good thing has its attendant evil and, in the words
of Shakespeare, it is necessary that "men observingly distil it out."
The chief defects attending the use of the current procedures prac-
ticed in clinical medicine, and particularly of course in diagnosis, may
be discussed under three heads, (1) the disadvantages of specialism,
(2) the effects of indolence, and (3) the results of false emphasis.
While for our present purpose a discussion of the defects of
specialism is in order, we must not overlook the fact that its advan-
tages outweigh its disadvantages. The great extension of medical
methods has, of necessity, involved increasing specialism and there is
no question that an individual working along restricted lines
becomes more expert in his chosen subject than is the general
practitioner, and that concentration on one class of diseases gives him
opportunities for observation which are beyond the reach of the
family doctor. If, however, the specialist enters his chosen field
with inadequate experience in the general aspects of clinical medicine
he tends to become narrow and mentally myopic. For this reason
the old plan of the natural evolution of specialists from general
practitioners is much more desirable than the newer one of produc-
ing them, as it were, artificially and often without adequate general
training. In the practice of internal medicine the chief danger of
specialism lies in the detachment of the specialist, particularly the
laboratory specialist, from the family doctor,--a detachment which
is unavoidable because of the complicated and time-consuming char-
acter of many of the newer tests. The radiologist, for example,
hardly ever knows the complete history or makes a general physical
examination of the patient whose structures he is illuminating.
Laboratory technicians often interpret their findings among the
secreta and excreta quite positively without knowing anything about
the patient who furnishes the specimens. The result is not infre-
quently misleading and occasionally disastrous unless the general
practitioner is capable, as he should be, of interpreting the laboratory
findings in the light of his general knowledge of the patient.
The effects ofindolence are more or less linked to the considera-
tions just discussed. We are all more or less inclined to indolence
or, to put it in another way, we all welcome short-cuts to knowledge
which relieve us of work and spare us from the painful necessity
of thinking for ourselves. Too many practitioners accept the dicta
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of the laboratories as though they represented some magical con-
tribution to the solution of a given case, whereas laboratory data
are frequently of no more importance, and often of less significance,
than are facts in the history or observations made on the patient with
the unaided senses. It is essential that we should inculcate this
view-point into our students and impress upon them the importance
of treating laboratory data like any other form of information and
of basing their conclusions regarding a given case of disease on a
careful analysis of all the pertinent facts and on logical meditation
on these facts.
An opinion as to the relation which false emphasis bears to the
subject under discussion is, after all, a matter of personal equation.
In order to make my view-point clear I would remind you that
physicians, like human beings in other vocations, may be roughly
divided into two groups, so-called practical men and so-called sci-
entific men. You are all aware that in a given class of medical
students certain men tend to go into the medical sciences and certain
others naturally gravitate into the practice of medicine in some form.
In internal medicine itself these same two types are at work; on the
one hand the full-time internist whose work is all done in a teaching
hospital with its fully-developed technical equipment, and on the
other the private practitioner, often more or less isolated, remote
from the aid which may be gained by the more complex forms of
laboratory work, and dependent for his development on his own
exertions. It is no secret that there is more or less antagonism
between these two groups. The so-called practical man thinks that
the scientist is impractical and the so-called scientific man thinks that
the practical man is unscientific. It reminds one of Mark Twain's
strictures on the physicians and the Christian Scientists when he
remarked that what the former needed was more Christianity and
what the latter required was more science. In a large sense the
general practitioner represents the art of medicine and the hospital
physician the science of medicine, so that the antagonism between
the two may be said to represent a contest between science and art.
Here is where the question of false emphasis comes in. No sane
person would claim, I am sure, that medicine is either pure science
or pure art, though all would agree, I think, that its scientific side
has made vast strides in the past fifty years.
The great problem of medicine, or, to be more exact, one of the
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greatest problems of those engaged in the practice of medicine, is
the judicious blending of the science and the art. After all is said
and done, there is no antagonism between the science of medicine
and the art of medicine and the most successful practitioner is he
who most judiciously fuses them.
Having made the bald statement that there is no antagonism
between the science of medicine and the art of medicine it will,
perhaps, be profitable to discuss this thesis in detail. No doubt the
first thing to recall is the fact that in the practice of medicine we
are dealing with human beings, not with rabbits or guinea-pigs or
even with anthropoid apes. To put it in another way, we are
dealing with patients, not cases. This is one of the reasons why
the practice of medicine is so attractive to many men, for human
beings possess that intangible but obviously existent something we
call personality, and the range of reaction of different personalities
to disease is so extraordinarily variable that we seldom or never
see two patients who react exactly alike, even to the same disease.
This very fact makes it extremely hazardous to attempt to lay down
hard and fast rules to govern human conduct either in the ordinary
affairs of life or, what we are particularly interested in, to guide
the maintenance of bodily and mental health. Such a statement, for
example, as that found in a popular health primer, that the bowels
should move three times a day, obviously fails to take account of
the extreme range of the normal in purely bodily function.
In its crudest form the difference between the scientist and the
practitioner is presented in a dialogue from the pen of that wise
and canny Scot, John Brown. If you will consult the three-volume
edition of his essays* which all medical students should read, mark,
learn and inwardly digest, you will find the following:
DIALOGUE
"Scene.-Clinical Wards of Royal Infirmary. The physician
and his clerk Loquuntur.
John Murdock, in the Clinical Ward with thoracic aneurism of
the aorta, had at his bedside a liniment of aconite, etc.-under the
stress of a paroxysm of pain he drank it off, and was soon dead.
* Horae Subsecurae, John Brown, London; Adam and Charles Black, 1900.
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Physician.-Well, Sir, what about Murdock? Did you see him
alive?
Clerk.-Yes, Sir.
P.-Did you feel his pulse?
C.-No, Sir.
P.-Did you observe any frothing at the mouth and nose?
C.-No, Sir.
P.-Did you count his respirations?
C.-No, Sir.
P.-Then, Sir, what the D-1 did you do?
C.-I ran for the stomach pump."
As Dr. Brown remarks, "the physician was a man of great keen-
ness of mind, preEmptory, and with no misgivings, anxious for what
he called pure science, curiously deficient in power over what Plato
calls 'the middle propositions, which lie between exact facts and
speculative science, and have to do with immediate application and
act.'
"He had a compact, small brain, quick and mobile, rapid and
assured in its conclusions, with perhaps more energy and sharpness
of expression than of thought.
"The clerk was in much his reverse, a very large and quiet brain,
a deep chest, and a deep mind; a voice powerful, but not by reason
of its loudness, in nature roomy and practical. He died when rising
to the highest, and lives after death."
This dialogue makes it very obvious that the art of medicine and
the science of medicine are different things and that their exponents
approach medical practice from different points of view. As Dr.
John Brown says, "art involves the sense of practical knowledge and
science involves the sense of information, the body of ascertained
truth, the doctrines of medicine. Art looks to symptoms and occa-
sions, science to evidence and cause. Art is therapeutic and prog-
nostic, science is diagnostic. Art has a method whereas science has
a system. Art looks in the main to function while science looks to
structure. Art runs for the stomach pump while science studies the
phenomena of poisoning. Art submits to be ignorant of much while
science submits to be ignorant of nothing. Art acts while science
speaks". These are Dr. Brown's comparisons and, in the main, they
are as true today as they were in the middle of the nineteenth cen-
tury when they were written. In some respects the emphasis should
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be different at present. The days when medical science was largely
concerned with structure are long past and the field of applied
medical science is vastly greater than it was in Dr. Brown's day.
But there are still, just as there were sixty years ago, individuals
who are dominated by their interest in the art of medicine and others
who are governed by their faith in the science of medicine. Both
are lopsided so far as the best interests of the patient are concerned.
As Dr. Brown remarks, "wisdom is stereoscopic, discerning solidity
as well as surface, and seeing both sides",-which means in terms of
the practice of medicine that the best doctors are those who are able
to apply scientific discoveries to practice and who, at the same time,
possess ability to utilize the observations made with their unaided
senses, to draw conclusions from what they have observed and to
handle their patients and their patient's family and friends with
humanity, tact, and judgment.
With this preliminary discussion in mind I think we are now
able to see why Dr. Bramwell so strenuously insisted on bedside
observation, and why Prof. Stengel deplored overemphasis on the
laboratory side of medical practice. Both felt, as I think most
physicians of sound judgment must feel, that, no matter what the
discoveries of science may be, the prime source of information in
practical medicine must always be the patient himself and the
observations which can be made on him with the unaided senses or
with the help of such simple instruments as the stethoscope, the
sphygmomanometer, and those simple laboratory tests which may be
performed by the physician himself. Many laboratory tests are
merely confirmatory; some of course are almost specifically diag-
nostic. The time will never come when by making out a graph of
the laboratory findings the diagnosis will appear automatically, nor
is there any likelihood that the human, i.e., the personal, aspects of
the problem will ever cease to be of major importance. We have
long since abandoned, for very obvious reasons, the purely mechan-
istic conception of the human body which has at times prevailed.
Individual peculiarities will always be a factor of importance in the
practice of medicine; they are inherent in the very nature of
mankind.
So far we have been discussing this whole matter from a more or
less philosophic point of view. All of us should have a philosophy
of practice just as we should have a philosophy of life. Without
some body of general conceptions or principles to guide us in
our work we are like a mariner who attempts a voyage without a
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compass. There are, however, certain concrete matters connected
with the practice of medicine concerning which I would like to go
into some detail, particularly the question of case records.
I have had the good fortune for many years to be actively con-
nected with two types of hospital, the teaching hospital and the non-
teaching hospital, and this has, of necessity, brought me into contact
both with house officers and staff. As a result, certain ideas have
been fermenting in my mind and I shall take this opportunity to
express them.
I have a very definite impression that the average interne quite
fails to grasp the full significance of case records. He may realize
that from a medical point of view they are important as a basis for
the study of unusual cases, new procedures, or particular diseases.
He may also understand that from a legal point of view, in these
days of compensation laws, they are of prime importance. What he
seldom realizes, in my experience, is that they offer one means, and
an important means, of self-education. It is, after all, a rather
difficult matter to put on paper an adequate and satisfactory history.
It is an art in itself, and it is only acquired by experience and prac-
tice,-not merely practice in history taking itself, of course, but
experience in the physiognomy of disease and in the natural history
of the commoner maladies. I have the feeling that in many of our
hospitals the interne's attitude of indifference to case records is
fostered by the shortcomings of the visiting staff. It is certainly
unusual in many hospitals to find in the average case record careful
notes dictated by the visiting physicians or surgeons. They, too,
do not always realize that the habit of putting down one's observa-
tions in writing not only increases descriptive powers but devel-
ops capacity for observation and clarifies one's conception of a
given case. In a profession which is at least partly a science any-
thing which encourages exactness and accuracy cannot fail to be of
value. And yet we find the average history full of inaccurate
statements where accuracy is easily attainable. Anyone can carry a
tape measure in his pocket or even measure and remember the
width of his own fingers, as did the late W. S. Thayer. To describe
a cavity in the lung as being "the size of a walnut with the shell off",
as one eminent clinician did, is to show both a lack of a sense of
proportion and a lack of that saving grace,-a sense of humor. A
myoma may be the size of a grapefruit, but we have Texas, Florida
and California varieties, and it would be both simpler and more
accurate to state that it was twelve centimeters in diameter. It is
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true, of course, that one may go to extremes even in this direction.
I recall one history in which the house officer began his description
of the patient by stating that he was a well-nourished man with a
full beard. While this was doubtless a statement of fact, the refer-
ence to the capillary vestiges of a Simian ancestry was of tonsorial
rather than medical significance unless, by some remote chance, it
had endocrine bearings.
I have a very definite feeling that the art of history taking as at
present practiced shows evidences both of unnecessary redundancies
and of important hiatuses. In our teaching hospitals the medical
records have now become so bulky that one often has the feeling that
he cannot see the woods for trees. In this we see a reflection,
no doubt, of the craze for standardization and organization, which
is one of the obvious characteristics of the age, nor can one deny that'
standardizing agencies have their uses. Admitting the necessity
for some sort of a plan of history taking I would suggest that the
framework should be as simple as possible. Spirit is always more
important than system and there is good reason to believe that over-
emphasis on system destroys both spontaneity and enthusiasm. I
recall reading some years ago in one of the popular monthlies an
account of an imaginary conversation between a citizen of this world
and his Satanic Majesty. The subject under discussion was a certain
movement which would have resulted in time in limiting the dia-
bolical activities of the Evil One to a considerable extent. The
proponents of the plan were full of enthusiasm and yet the Devil
did not appear to be at all alarmed as to the outcome. The citizen,
intrigued by his calmness, asked him what he had done about it.
"Oh!", said the Devil, "I have fixed that all right; one of my
agents has persuaded the leaders of the movement to organize."
All histories, no matter how skillful the historian may be, con-
tain matter which has no bearing on the immediate illness. It
should be our aim, I think, tolimit this as far as is practically feasible,
or at least to arrange it so that it does not lead to confusion rather
than to clearness. The so-called "review of systems" which one
finds so frequently in modern histories usually, in my judgment,
consists ofmaterial which more logically should be part either of the
record of the present illness or of the past history. On the other
hand, we must admit that future study may show that apparently
extraneous material may ultimately prove to have some meaning;
nor can we deny that even negative observations have value.
I have the impression that the chief gaps in the average history
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concern what might be called the socal aspects of disease.* Occupa-
tional data are often treated in a most stepmotherly fashion. The
good old word "laborer" is most often abused for it imparts but little
information as to the actual work in which a given patient is engaged.
Particularly in our urban communities it means little or nothing
except that the patient is not in the so-called white-collar group.
In view of the frequency of occupational hazards and the almost
universal existence of compensation laws full details as to the actual
performances of a patient are often a necessity. Even the bucolic
agriculturalist may be subject to the toxic hazards of some chemical
fertilizer rather than, as formerly, to the stimulating and pungent
ammoniacal fumes of animal excreta. The activities of the beauty
parlors and even of the humble polisher of shoes, have, in this
chemical age, introduced factors of which we must take cognizance.
Even the scanning of the rotogravure section in the Sunday paper is
not without hazard to the allergic.
When we consider, too, what a large and increasing proportion
of our patients is suffering from purely functional disorders, the
scarcity, in most histories, of information regarding possible emo-
tional factorst is often surprising. This is not entirely the interne's
fault in many cases; the trouble is more deep-seated than that.
The curricula of our medical schools are still mainly arranged to
cover the study of the physical aspects of disease, and in our hospitals
and dispensaries, where our future internes are trained, the mental
factors, which may be the dominant ones in the production of the
clinical picture, often receive scant notice. I am well aware that
there are outstanding exceptions to these statements. Of what value
are pills and potions to a psychoneurotic housewife when the real
difficulty is that her husband comes home drunk and quarrelsome
every night or that her mother-in-law lives with her and insists on
directing the family affairs. Then too there is the rather delicate
question of sexual maladjustments, the investigation of which in the
past has too often been regarded as indelicate. While it is difficult,
andperhapsnotnecessary, forallofustoswallow whole the teachings
of Dr. Freud and his followers, the fact remains that in many func-
tional disorders it is necessary to help our patients to go into details
regarding such matters, no matter how repugnant the idea may be.
It is, I think, a sign of progress that such things are now treated
*See Clinical Records, E. S. Kilgore, J. Am. Med. Asso., 1931, 97, 93.
t See Favill, Ann. Int. Med., 1929, 3, 462.
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much more openly than they used to be in the Victorian atmosphere
of the nineteenth century.
The method of recording the diagnosis on a history could, I
think, be greatly improved. At the present time it is the custom
in many hospitals to record an impression rather than a diagnosis.
I have no real quarrel with the use of the term impression. It is,
in a sense, a confession of the obvious fact that in diagnosis, as indeed
in medicine in general, we are frequently dealing with probabilities
rather than certainties. It is to be regarded as indicative of humility
rather than humiliation; and humility, in these days, is a quality
which medicine, as the oldest of the social sciences, may well extol,
in view of the behavior of some of the younger members of the social
science family. What I have in mind is the desirability of expand-
ing our records on the diagnostic side so that the diagnostician is
made to justify the faith that is in him. He should record not only
the what but the why. The note on diagnosis should be a reasoned
statement of the symptoms and observations on which the diagnosis
is based. Those of us who have attained the clinical sense which
comes of years of bedside work are only too well aware of the
dangers of overconfidence. As L. F. Barker pointed out clearly in
his excellent article on the technic of diagnosis, one factor in reaching
a conclusion is the appreciation, in every case, of the presence of a
diagnostic problem. This is the factor that the experienced man is
most likely to overlook, and one reason for suggesting the record-
ing of a reasoned diagnosis is to overcome this tendency. We have
all tripped up through failing to realize it.
In conclusion, I will confess that I am fully aware that I have
neglected even to mention many aspects of bedside diagnosis. I
have assumed that you are all aware of the necessity of a general
knowledge of the symptomatology and natural history of the com-
mon diseases. Without this no accurate diagnosis is possible. I
have assumed that you all realize that the mere collection of data
does not furnish a diagnosis but that these must be subjected to
critical analysis and logical contemplation. I have assumed that
you realize that in the solution of the more difficult problems of
diagnosis you will need the help of specialists and that your part
will be that ofwhat Barker calls the integrator. What I have dwelt
upon has been certain aspects of the subject that seemed to me to
need emphasis or elaboration and if I have succeeded in persuading
you to think over these matters I shall be satisfied, no matter
whether you agree or disagree with the views I have expressed.
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